Case 1 Miss E K, aged 60. Shop assistant This patient, who had suffered from ankylosing spondylitis for 30 years, tripped off a kerb and fell on her back. Two weeks later she had neck pain, and attempted extension produced pain and paresthesiae in the upper limbs. A lateral X-ray (Fig 1) of the cervical spine showed that she had a fracture in the region of the sixth and seventh cervical vertebrae, with 30 degrees of forward angulation. She rapidly developed paraplegia in spite of being supported in a collar and the lesion was therefore allowed to fuse spontaneously. Union is satisfactory but the original deformity is worse. She is chairbound and paraplegic.
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Case 2 Mr W A, aged 75. Retired This man with a 45-year history of ankylosing spondylitis fell out of his wheelchair sustaining a transverse fracture at the level of the sixth cervical vertebra. He was treated with a collar which he did not tolerate, but without which he had frequent attacks of cyanosis, tingling in all four limbs and unconsciousness.
Two days after he fell posterior cervical fusion was performed, using iliac grafts and acrylic cement. At operation the deformity was corrected by 20 degrees and his symptoms were relieved.
The neck was stable post-operatively and externat splintage was unnecessary. However, he died from respiratory failure the following month. A post-mortem X-ray (Fig 2) shows the transversefracture and the correction obtained. This patient with a 30-year history of ankylosing spondylitis was knocked down by a car travelling at low speed. X-ray (Fig 3) showed a fracture of the cervical spine at the level of the fifth and sixth vertebra. She was tetraplegic on admission. Treatment was by traction with maxillary hooks. She died 12 hours later and at autopsy complete cord transection was demonstrated.
Discussion
The rigid ankylosed cervical spine is liable to fracture after relatively minor trauma. Flexion, extension and transverse fractures may occur and all may be considered as pathological fractures through osteoporotic bone. The proportion with cord damage, or who die as a result of injury, is considerable (Grisolia et al. 1967 , Woodruff & Dewing 1963 .
Radiological evidence of fracture may be difficult to demonstrate in the lower cervical spine. All spondylitics who complain of neck pain after injury should probably be treated initially as if they have an unstable fracture dislocation. The older and more deformed the patient, the less likely he is to tolerate a collar, and the less suitable for prolonged traction. Two of the three patients described above survived long enough without cord signs for active surgical treatment to be considered.
Posterior cervical fusion offers an opportunity to dispense with external forms of splintage. If it could be combined with extension osteotomy at the fracture site, the fracture might be turned to the patient's advantage.
A girl aged 8 was found at a school medical examination to have a short right leg.
The following year femoral and tibial epiphysial stapling of the left knee were carried out, and were followed by delayed healing. Two years later she was readmitted with an ulcer over her shin and a diagnosis of possible osteomyelitis. Local operation was followed by profuse hemorrhage, and it was at this stage that a possible diagnosis of arteriovenous fistula was considered. An arteriogram revealed a large fistula within the the left tibia. The tibia was explored when the child was aged 12i years, and the lesion found to lie entirely within the bone. The shaft of the tibia between the upper epiphysis and the junction of the middle and lower third were removed, the tourniquet deflated, and haemorrhage from the periosteum controlled by suture. The rather 'moth-eaten' tibia was then replaced, and firmly wedged and stapled. During the ensuing two and a half years a few small sequestre had to be removed, but with the passage of time the shaft of the tibia reformed.
The girl is now aged 15i and her legs are of equal length. Although there is some warmth over the front of the left shin, no audible murmur is present. Excellent movement at knee and ankle have returned, and there does not seem any justification for further arteriography at present.
[This case is fully reported in the Journal ofBone andJoint Surgery, 1970, 52B (in press ).]
The following cases were also presented:
Bilateral Congenital Anterior Dislocation of Radial Heads: Two Cases in One Family 
